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Help to Protect Your 
Home from Tuberculosis 


EVERY PHYSICIAN’S In the July 
OFFICE A SEAL this journal we carried 
SALE BOOTH an editorial by Dr. 

Frank Walton Burge, 
the Chairman of the Editorial Board of our 
journal wherein he gave the results of an 
€xperiment carried on in his office during 
the last Christmas Seal campaign. Dr. Burge 
‘tated in his report: “I am convinced that 
the $60.00 collected at my office during the 
seal sale campaign was less important than 
the opportunity afforded to me for educating 
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that portion of the public which visited my 
office during the month.” 

We are all agreed, and this is particularly 
brought to our attention by the recent Gallup 
Poll, that there is still a great need for the 
education of the public concerning tubercu- 
The physician can well afford to give 
up a little of his time and knowledge during 
the season of the Christmas Seal campaign 
to tell his patients something about the work 
being done by the National, State, and Local 
Tuberculosis Societies. 


losis. 


If nothing more, he can point out that tu- 
berculosis is still the greatest killer of youth, 
that more people in the teen ages die from 
tuberculosis than from any other disease. 
This is the kind of message which the public 
can easily grasp and understand. It could be 
brought home to them by every doctor dur- 
ing this Christmas Seal Campaign. 


Have some seals handy ard also have some 
literature available. Your local tuberculosis 
society will supply you with both, and you 
will get a great deal of satisfaction from 
having helped in this worthy cause. The 
executive offices of the American College of 
Chest Physicians would like to know of your 
results both in the amount of monies collected 
and in the reaction of your patients and 
friends to this plan. Try it this year and let us 
C.M.H. 


hear from you. 


ou 
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CASE Eighty per cent of tuberculosis 
FINDING cases are moderately or far ad- 

vanced when they finally receive 
modern or effective treatment. This is the 
fault of us doctors, on two counts. 


First, we fool away precious time, looking 
wise with a stethoscope, when an early case 
does come to us with the typical story of 
fatigue and weight loss, instead of depending 
upon the x-ray and the sputum examination. 


Second, we oppose case finding programs. 
I will grant you that the opposition has 
often been based on the manner in which the 
survey was conducted, and on who was sur- 
veyed. But that has been our own fault. We 
have not taken an interest in guiding the 
survey properly. For example, a school teacher 
with positive sputum may infect fifty child- 
ren a year for thirty years (fifteen hun- 
dred children), whereas an infected mother 
is a special menace to her own brood (averag- 
ing three). So, we can afford to spend five 
hundred times more time and money to find 
the infected school teacher. A sputum posi- 
tive school janitor or school cook is a still 
greater menace. All school employees should 
be tuberculin tested and the positive reactors 
x-rayed. This procedure should be repeated 
more frequently where the tuberculosis in- 
cidence is high. For example, teachers, jani- 
tors, and other employees, who are colored, 
should be examined four times as frequently 
as the white employees, since the tubercu- 
losis incidence and death rate due to tuber- 
culosis is four times as high among the col- 
ored as among the whites. 


If it were not so criminal, one would laugh 
at the procedure now going on of tuberculin 
testing the children from the school room 
of a positive sputum teacher, taking out the 
infected ones, and sending in a new batch to 
take their places and be infected in turn, 
with no attempt made to examine and elim- 
inate the infectious teacher. 

Start surveying in the most infected dis- 
trict, and you will get the greatest return. 


Survey your heavy laborers and you will 
find six times as many cases as you will if 
you survey clerks. 


We physicians in organized medicine should 
be begging for surveys instead of opposing 
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them. Every case found means less danger to 
our own families, less years of invalidism 
and death for the public, and more wor 
and money for the private physician, Private 
X-ray specialist and chest specialist. Survey 
by the paper film method is adequate. The 
passing in review before the fluoroscope jg 
far better than the physical examination j 
suspicious cases can be followed up with an 
x-ray picture. F. W.B. 


X-RAY IN For the earliest, the most 
TUBERCULOSIS accurate, the surest diag. 
nosis of clinical tuberculo- 
Sis; the x-ray examination is pre-iminent. 
In fact, it can be said with little fear of any 
rational contradiction, that it is probably the 
one and only method of examination that 
detects the really early tuberculous infiltrate 
in the lungs. It has been very definitely shown 
that these beginning tuberculous lesions in 
the lungs can be seen on a good roentgen film, 
a considerable length of time before symp- 
toms appear, in many instances 1 to 3 years 
before. This very interesting fact has evolved 
from the follow-up program in case finding 
surveys. It is now well recognized that to 
wait until the usual and cardinal symptoms 
appear before suspecting or making the diag- 
nosis of pulmonary tuberculosis, is to wait 
until the disease has advanced apace. This 
is why about 75 or 80 per cent of patients on 
admission to the sanatorium are in the ad- 
vanced stages. As with symptoms, so it is with 
the physical signs—they usually appear late, 
and frequently not at all. It is nice to take 
pride in one’s skill and astuteness in perform- 
ing a chest examination; but to depend upon 
it in making your diagnosis of pulmonary 
tuberculosis can only be disastrous. It has 
been estimated by some observers that physi- 
cal signs are obtained in about only 20 to 
25 per cent of proved positive cases of tu- 
berculosis; and this in the experience of 
those who may justly be called experts. 


The Mantoux, or intra-cutaneous tubercu- 
lin test, indicates only the presence of in- 
fection—and this it does with the nicety of 
perfection and at the early time when tt 
can be told by it and it alone—but it does 
not indicate whether or not clinical disease 
exists. This latter is revealed by the X-ay 
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film. The tuberculin tests aid essentially in 
determining those individuals on whom films 
should be made. It thereby serves tremen- 
dously in an economic way and also in lessen- 
ing the work load. The importance of this 
in large case finding surveys is obvious. 


since the advent of Wilhelm Konrad Roent- 
gen’s contribution to medical science in 1895, 
the x-ray examination has come a long way. 
The film roll for mass production, the planeo- 
graph and the high speed camera-fluoro- 
scopic attachment, are signposts of its future 
development. With improved equipment and 
technique there is no excuse today for poor 
x-ray films. It is wise to emphasize that only 
satisfactory films should be read, for poor 
ones are at times worse than none at all, while 
an excellent film is the best means at our 
command for the early and accurate diag- 
nosis of pulmonary tuberculosis. Doctors, x- 
ray your patients—tthe sick, the contacts, the 
well! C.H.H 


TUBERCULOSIS Tuberculosis Sections of 
SECTIONS IN County Medical Societies 


ORGANIZED are practical if handled in 
MEDICINE a practical way. In Phila- 


delphia, the newly organ- 
ized Section on Tuberculosis of The Philadel- 
phia County Medical Society has held two 
monthly meetings this Fall. The object of 
the Section is the same as that of this Journal 
—to bring the newest thought concerning tu- 
verculosis diagnosis and treatment to the 
general practitioner and the specialist in 
other lines of medicine. The first meeting 
was attended by eighty-six general practi- 
loners, the second by ninety-four. Round 
Table questions on lung diseases by the gen- 
eral practitioners were answered by a group 
of specialists on lungs, the group being 
changed at each meeting. 


The doctors are seated at small tables. Beer 
‘Ss served throughout the meeting. After the 
lirst meeting, we served baked ham and roast 
‘urkey. Following the second meeting we had 
a oyster and clam bar, with all the freshly 
pened oysters and clams that could be eaten, 
followed by hot roast ribs of beef sandwiches, 
vith plenty of gravy. 


We start the meeting at 9:30 P. M. so the 
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men in general practice can arrive in time. 
Questions are answered by 11 P. M. and the 
doctors eat, drink and socialize until 1 A. M. 


We promised our “‘questioners,” in advance 
that we would not bore them with lengthy or 
technical dissertations. 


At every meeting we “‘work in” a few words 
about “sputum test everyone who coughs up 
sputum” and “have a single film of the lungs 
on record of each one of your patients.” 


The questions asked have been practical 
and the answers interesting. 


If the meetings continue to grow in attend- 
ance of general practitioners, we will incor- 
porate the Tuberculosis Section of the County 
Medical Society into the Pennsylvania Plan. 
The above plan may be of interest to other 


Tuberculosis Committees. F. W.B. 

LUNG SPECIALISTS Doctor Francis G. 
ARE TO BE Blake, a celebrated in- 
CONGRATULATED ternist of New Haven, 


° Connecticut, in an ar- 
ticle published in the Journal of the American 
Medical Association, concludes as follows: 
“Artificial pneumothorax would appear to 
be of value for the relief of pleural pain in 
selected early cases of lobar pneumonia. It 
has not been demonstrated that it possesses 
any curative value in this disease.” (J.A.M.A. 
Vol. III, Aug. 13, 1938). 


It requires a big man to so reverse his 
attitude and Doctor Blake is conceded to be 
that, A lesser character would have just 
kept quiet. 


In view of the fact that artificial pneumo- 
thorax in pneumonia has been noted to in- 
crease the incidence of empyema by as much 
as three hundred per cent, it is to be hoped 
that this negative opinion by the leading 
early exponent of this theory, will write finis 
to the treatment of pneumonia by a method 
which offers so little promise. 


The lung specialists of the country should 
and do know lungs, and so, naturally, did 
not “take” in any great number, to the col- 
lapsing of solid lung tissue, such as occurs in 
lobar pneumonia. F. W.B. 








DISEASES OF THE CHEST 


DECEMBER 


Chronic Bronchitis 


ARTHUR S. WEBB, M.D. 


Wheaton, 


HRONIC bronchitis is the 
frequently made diagnoses. It is made too 
easily after a hasty office conference and 
made on the clinical history. Too often this 
is as far as the diagnostic procedure goes and 


one of most 


the patient continues under treatment year 
after year, especially in the winter months. 
His symptoms are prescribed for and no effort 
is made to determine the true nature of his 
difficulty. The term is defined in The Amer- 
ican Medical Dictionary by W. A. Newman 
Dorland, A.M., M.D.: “ 
often with a 


A long-continued form, 
more or less marked tendency 
to recurrence after stages of quiescence. It is 
due to repeated attacks of acute bronchitis 
or to chronic general diseases: characterized 
by attacks of coughing, by 
either scanty or profuse, 
changes in the lungs.” 


expectoration, 


and secondary 


Years ago such a chronic condition was 


spoken of as catarrah and a change of climate 


. 
was advised. The acceptance of such a diag- 


nosis without a systematic study of the case 
may prove embarrassing to the doctor when 
the patient 


chronic 


later is diagnosed as a 


fibrous 


case of 
tuberculosis or a younger 
member of the family breaks down with an 
acute pulmonary tuberculous infection that 
obviously came from grandma, who for years 
just had a case of bronchitis. 

Many men have questioned the advisability 
of ever making a diagnosis of chronic bron- 
chitis, but have insisted that such a diagnosis 
was but a descriptive term used to cover a 
series of symptoms. While chronic bronchitis 
is not strictly a specific entity, it is a condi- 
tion frequently found and one is justified in 
using the term to describe this condition, but 
only after a thorough study is made to ex- 
clude as tuberculosis or 
pathology as bronchiectasis. 


such diseases such 

The causes of chronic bronchial irritation 
are many. It may begin with acute diseases 
such as measles, whooping cough, influenza, 
pneumonia, typhoid, scarlet fever, or malaria. 
It may be present as a secondary manifesta- 
tion in tuberculosis, 
cosis, bronchiectasis, 


pneumonconiosis, sili- 


iues, infected tonsils, 


Illinois 


sinus infections, or bad teeth. Also, in this 
Class is the passive conjestion due to a de- 
compensated heart that provokes a chronic 
cough productive of a blood tinged mucus. 

Deformities and new growths, such as de- 
viation of the septum, adenoids. enlarged 
turbinates, foreign bodies in the nasal tract 
or bronchial tubes, tumor growths in the nasa] 
passages, mediastinal tumors, aortitis, aortic 
aneurysm, or enlargement of tracheal and 
bronchial glands, especially in children. may 
be factors. 

Allergic individuals may suffer from bron- 
chitis as a result of asthma, hayfever or food 
intoxications with edema of mucous mem- 
brane. This condition is more prevalent in the 
poorer and those exposed to the 
weather. In industry where chemical fumes. 
dusts, and silica particles are prevalent, irri- 
tation of the bronchial mucosa may occur. 
Musicians that wind instruments are 
often victims. So we see that there are many 
factors that may produce bronchial irrita- 
tions. 


classes 


use 


If the etiological agent can be found and 
removed, better health will result. Even if 
pathological changes have occured, such as 
in bronchiectasis, the patient can be made 
more comfortable and if the symptoms are 
due to an underlying tuberculosis our study 
will not only profit the individual, but will 
help in the public control of this disease. The 
development of this condition is usually over 
a period of years. It is frequently found in 
middle age and rarely in the young. At first 
the reaction is that of an acute inflamation. 
Later on, there is hypertrophy of the mucosa 
or, in some places, atrophy. Emphysema may 
develop later with an over distention of al- 
veoli, loss of elasticity and finally bronchi- 
ectasis. There exists a venous hyperaemia 
with an edema of the mucous membrane. 


There is some muco-purulent sputum. 

In making an investigation of such a case 
an orderly procedure should be followed be- 
ginning with a careful history with emphasis 
on past diseases and occupational hazards. 
Questions regarding the possibility of aspira- 
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tion of a foreign body are important in some 
cases. There should be an examination of 
the nose and throat. A roentgenogram of the 
sinuses should be done. Transillumination is 
not enough. Often chronic bronchial irrita- 
tion is due to a posterior drip from the sinuses. 
Culture of the nasopharnyx may reveal bac- 
teria in the area of the adenoid tissue that 
are not normal inhabitants of the throat and 
can cause a chronic type of nasopharyngitis 
and bronchitis. Of course, acid fast bacilli 
should be looked for in the sputum in every 
case. 

The examination of the chest may be con- 
fusing and should be followed by a roent- 
genogram to evaluate the findings. A film 
should be made after the instillation of iod- 
ized oil to rule out the possibility of a bron- 
chiectasis or other abnormalities of the bron- 
chial tree. In making the roentgen ray study 
there may be no noticeable changes in the 
film. On the other hand, the film and fluoro- 
scope may help a lot in the study of the case. 
The contours, position and the movements of 
the diaphragm may be affected. There may 
be changes in the markings of the lung fields. 
The angulation of the ribs and the width of 
the intercostal spaces should be noted as 
often these are altered. In the normal chest 
the diaphragm domes are smooth and the 
angles clear. The right dome is higher than 
the left. The highest point of the diaphragm 
in quiet respiration varies in patients. Con- 
siderable excursion occurs on _ respiration 
under the fluoroscope in the normal. This 
may be altered if pathology is present. The 
dome may be flattened and the angles oblit- 
erated. Peaking of the diaphragm due to ad- 
hesions is a common finding. Fibrotic changes 
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nearly always occur in the parenchyma. 
Thickening of the pleura may be seen. There 
may be a slight increase in linear stria. The 
markings are due to an interstitial fibrosis. 
The lung markings may not be in proportion 
to the findings on auscultation. 


On inspection of the patient the chest may 
prove to be a barrel shaped type, rather fixed 
and with no lateral expansion. The apex beat 
is normally not seen due to the emphysema. 
However, a barrel chest does not always mean 
emphysema but may mean bony changes in 
the thorax due to advancing years. On pal- 
pation vocal fremitus is either normal or 
decreased. There may be areas of fremitus 
due to coarse rales. The percussion note either 
shows no change or is hyper-resonant. If 
secretions are profuse, there may be dullness 
at the base. Breath sounds normally are de- 
creased with a prolonged inspiratory phase. 
Mixed rales may be present. Voice sounds 
are normal or diminished. 


In some cases a bronchoscopic examination 
may be necessary, often the bronchi may be 
plugged with mucous. 


If there is any suggestion of allergy, the 
allergist should be called in consultation. 

After such a study is made of the case, the 
type of treatment would depend on the cause. 
Many of the cases can be materially relieved 
of their distressing symptoms and early cases 
can be saved the results of the pathological 
changes that occur if the process is allowed 
to continue; and, if perchance the so-called 
bronchitis is due to a specific disease such 
as tuberculosis, the patient’s life may be 
saved and the doctor will have the satisfac- 
tion of a piece of work well done. 


—_ © @ ___—__ - — 

















ANTHRACO-SILICOSIS 


Statistics from White Haven Sanatorium, 
tuberculosis of the intestine was found in only 19% of the cases where 
anthracosilicosis and pulmonary tuberculosis were associated as contrasted 
to 51% where the pulmonary tuberculosis was uncomplicated by silicosis. 
This may be due to the extreme pulmonary fibrosis present in these cases 
preventing the spread of the tubercle bacilli. In early or moderately 
advanced cases of silicosis the rate of intestinal involvement is the same 
as in the cases which do not have silicosis. Charr, R. and Cohen, A.C., Am. 
Jour. Med. Science, 1938, 196.—N.T.A. Service. 


Pennsylvania, reveal that 
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The Fate of the Sanatorium Patient 


A study of patients discharged from the Iowa State 
Sanatorium during the years 1937 and 1938. 





DECEMBER 





LEON J. GALINSKY, M.D., and SIDNEY BROWNSTONE, M.D. 
Oakdale, Iowa 


ESULTS of treatment in pulmonary tu- 

berculosis are all too frequently inter- 
preted in the light of some specific form of 
therapy. To survey the outcome of the sana- 
torium regimen, including the application of 
modern methods of collapse therapy, is the 
object of this presentation. It should furnish 


a baseline—the “normal experience,” if you 


will—in phthisiotherapy for a type of patient 
drawn from an almost strictly agricultural 
area. 


This report is a retrospective view of the 
sanatorium experience of patients discharged 
from the State Sanatorium at Oakdale, Iowa, 
in the two year period ending December 31, 
1938. Other studies have shown the results 
of treatment in a group admitted within a 
certain time period. From a slightly different 
approach—that of a group discharged in a 
given period of time—-the following data have 
been derived. 


During the two year period from January 
1, 1937, to December 31, 1938, 447 patients 
were discharged from the State Sanatorium. 
Of these 191 were male and 256 were female, 
ranging in age from 16 years to 78 years. 
The age tabulation is as follows: 


TABLE I 
Under 20 47 
21-30 157 
31-40 111 
41-50 61 
51-60 44 
61-70 22 
Over 70 5 
Total 447 


In common with the experience of other 
observers, the highest incidence is found in 
the group from 20 to 40 years, yet the fol- 
lowing two decades yielded 105 or 23.4 per cent 
of the total. 
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TABLE II 


Classification on Admission 


Far advanced 255 
Moderately advanced 82 


Minimal 41 
378 
Clinically non- 
tuberculous 69 
Total 447 


The advanced classifications represent 89 
per cent of the actively tuberculous group, ex- 


clusive of the 69 non-tuberculous patients | 
who comprise 15.5 per cent of the entire series. 


On discharge, 
obtained: 


the following results were 


TABLE III 


Classification on Discharge 


Arrested 106 
Apparently arrested 9 
Improved 101 
Unimproved 57 
Dead 105 
378 
Clinically non- 
tuberculous 69 | 
Total 447 } 


It can be seen that nearly as many died as 
reached the arrested stage. A relatively large 
group were classified as “Improved” while 
a little more than half that number were | 
“Unimproved”’. 116 patients left with the ap- 
proval of the medical staff; 152 against ad- 
vice; and 5 were discharged for disciplinaly | 
reasons. 





Patients in the arrested and apparently 
arrested classifications were those discharged 


rn 
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with the approval of the medical staff'. It 25 or 60 per cent of the minimal group. Con- 
is obvious that the patients discharged on versely, at the unfavorable side of the scale, 
their own responsibility were in the improved viz., deaths, 101 or 40 per cent of the far ad- 
and unimproved groupings, and the small vanced, and 4 or 5 per cent of the moderately 
number of disciplinary problems was here in- advanced group so terminated. In the min- 
cluded?. It will be noted that no patients imal classification, none died. These results 
' are classified as “Quiescent”. This has seemed are comparable with reports from other sur- 
| to us a somewhat superfluous division which  veys. 

is distinguishable only with difficulty from How long must a patient remain in the 
“Improved” on the one hand and “Appar- sanatorium? To this question, various esti- 
| ently Arrested” on the other. The application mates have been made by referring phys- 
of rigid standards in the discharge of these icians. The accompanying tabulation repro- 
patients may have resulted in a less favor- duces our recent experience in this phase: 
able statistical tabulation. It is, however, our 
chief purpose to determine how great a num- 
per arrived at the most favorable classifi- 
cation of arrest and apparent cure. The 


TABLE V 
Duration of Sanatorium Residence on 
basis of admission classification 











Stage Far Adr. Mod, Adv. Min. Total 
others must all be roughly grouped together. 9-1 mo. 99 6 D) 37 
| With them, therapy has not been successful. 1-3 mos. 34 8 3 45 
j 
1t 89 | The following table demonstrates the re- 3-6 mos. 30 8 6 44 
ex. | sults of treatment in each of the admission 6-12 mos. 48 20 14 82 
ients | classifications: | 1-2 yrs. 55 14 12 81 
| ¥ _ 
ries 2-3 yrs. 19 12 1 32 
were TABLE IV 3-4 yrs. 16 3 1 20 
. 4-5 yrs. 9 5 0 14 
Discharged groups on basis of — 
admission classification ot yrs. 10 I l 12 
7 7-10 yrs. 4 4 1 9 
Far Adv. Mod. Adv. Min Tolal Over 10 yrs. 1 1 0 9 
Arrested 47 34 25 106 
| Apparently Total 255 82 41 378 
arrested 4 4 1 g Total non-clinically tuberculous 69 
Improved 59 31 11 | rE 
Unimproved 44 9 4 57 Total 447 
Died 101 4 0 105 Much, of course, depends upon the status 
Total 255 82 41 378 of the disease when the patient is first seen 
Total discharged as clinically at the sanatorium. Thus it is evident that the 
non-tuberculous 69 more advanced the disease, the longer will be 
__..__ the treatment. About half the minimal cases 
| Total number of patients discharged 447 may be released within a year, while in the 
; far advanced group, the residence is usually 
Here it will be noted that the rating of extended to more than two years. 
| arrested disease was attained by 47 or 18 per 
ied as | cent of the far advanced group, 34 or 41 per TABLE VI 
, | cent of the moderately advanced group, and Length of sanatorium residence according 
ni | _ to end result of treatment 
Ww ngih of 
| 1. In one instance where it was felt that further ,0.%)/.,° ieee hm tetas Bae Total 
were | Sanatorium treatment would be of no benefit 0-1 mo 0 1 95 11 37 
re ap- to the patient, he was released as improved, . 
st ad- | 2 ym hw advice of the medical staff. 1-3 mos. 1 13 9 22 45 
; * 404s the policy of the medical board to approve ; 
linary | discharge only when certain criteria are met 3-6 mos. 5 19 7 13 44 
r dpe — sputum conversion to negative 6-12 mos. 23 26 8 25 82 
Six months; a sizeable activity or exercise ' ‘ 
schedule, and stationary or retrogressive x-ray 12-18 mos. 22 12 3 10 47 
rently | ee, in accordance with the standards es- 18-24 mos. 15 8 1 10 34 
rarged — by the National Tuberculosis Asso- 2-2 yrs. 11 3 3 3 20 
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214-3 yrs 8 l 0 3 12 
3-4 yrs 6 10 ] 3 20 
4-5 yrs 7 5 0 2 14 
5-7 yrs. ) 2 0 l 12 
7-10 yrs. 6 l 0 2 9 
Over 10 yrs. 2 0 0 0 2 
Totals 115 101 57 105 378 
Total non-clinically tuberculous 69 
Total number discharged 447 


If we seek to determine the duration of 
treatment from the standpoint of end-results, 
we find that it requires from 6 months to 2}, 
years for a patient to be classified as arrested. 
This, taken with the foregoing tabulation, 
demonstrates again that the less advanced 
cases Will reach a status of arrest earlier than 
the far advanced, and it accounts for the 
“spread” of time in this classification. 

In the total series, 105 deaths occured, re- 
presenting 23.4 per cent of the entire dis- 
charged group. 


TABLE VII 


The age distribution was as follows: 


Under 20 6 
21-30 24 
31-40 28 
41-50 21 
51-60 13 
61-70 9 
Over 70 + 

105 


It is significant to observe, not that the 
deaths were concentrated numerically in the 
3rd, 4th and 5th decades, those age groups 
which contributed the largest number of pa- 
tients, as shown in Table I, but the ratio of 
these deaths to the number of patients in 
each group. Thus the 24 deaths in the 3rd 
decade represent 15.3 per cent of all patients 
discharged in that age group; the 28 in the 
following decade constitute 25.2 per cent of 
patients of that decade, while the 21 deaths 
in the 5th decade account for 34.4 per cent 
of end-results in that age group. 

Referring once more to Table VI, it will be 
noted that 46 or 43.8 per cent of the deaths 


3. No patients are admitted under 16 years of age. 
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occured within six months of residence; that 
another 25 or 23.8 per cent died in the fo|- 
lowing six months, totaling 67.6 per cent in 
one year—-two-thirds of all the deaths. 


Comment 


Certain findings are presented in the fore- 
going tables which are worthy of elaboration 
and further consideration. 

I. Incidence according to age and sez: This 
series reveals a definite preponderance of 
females over males. It is questionable whether 
this reflects the actual incidence of the dis- 
ease, or whether the detection of existing dis- 
ease is made somewhat easier by the more 
frequent medical contacts of women than of 
men. Further, it may be advanced that men 
may defer entering a sanatorium because 
their position as “breadwinner” prevents 
their giving up gainful occupation for in- 
validism. 

The age tabulation was of interest in de- 
monstrating the relatively small number of 
patients under twenty*. And while the ex- 
pected incidence occured in the third and 
fourth decades, 105 or 23.4 per cent of all pa- 
tients were derived from the 5th and 6th 
decades. This suggests an increasing incidence 
of tuberculosis in the higher age groups. 

If such an interpretation is afforded by 
the tabulation, other questions at once arise, 
viz., the effect of age on the type of disease 
and on the outcome of treatment. It is com- 
mon observation that many patients in the 
older age groups do not suffer appreciably 
from their disease, and that the chief reason 
for placing them in sanatoria is for isolation 
rather than treatment. What type of disease 
occurs in older people? What is its response 
to the rest regimen? What are the possibili- 
ties for active therapy in such patients? We 
have observed a variety of types of tubercu- 
lous disease in such patients, from the nod- 
ular infiltrating to the exudative and cavi- 
tating varieties. The smail group in this series 
could not be useful for generalization, and, 
therefore, has not been classified in this re- 
spect. In the cavitating types, however, anoth- 
er problem is encountered: What forms of 
treatment are available? The likelihood of 
long-standing disease in such patients at 
once makes an effective pneumothorax prob- 
lematical—although there will be a numbei 
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of isolated instances to be recalled in any 
series. The more drastic forms of collapse 
are attempted only in carefully selected cases, 
with the thought ever in mind of weighing 
a greater chance of fatality from the opera- 
tive procedure against the possibility of many 
years of sputum-positive sanatorium resi- 
dence. 

Will the greater number of patients in the 
higher age groups affect the statistics of re- 
sults of treatment? From the foregoing as- 
sumptions, it is concluded that (1) operative 
mortalities will be more numerous; (2) the 
likelihood of sputum conversion is rendered 
more remote in this group; (3) longer sana- 
torium care will be necessitated for those 
undergoing a modified rest regimen; (4) and 
deaths from non-tuberculous as well as tu- 
berculous causes will be more frequent. 

Referring once more to Table VII, it will be 
noted that the mortality rate in the 3rd de- 
cade is 15.3 per cent, while that in the 5th 
decade is 34.4 per cent. 

Il. Duration of sanatorium care: Treat- 
ment at a sanatorium, involving not only the 
introduction of effective measures of control 
of the disease and a period of graduated ex- 
ercise by which the patient’s response to ac- 
tivity is evaluated, is necessarily an extended 
process. The tabulations reveal that the 
majority of cases fall in the 6 to 24 months 
groups, and this will be taken as the standard 
estimate of the duration of sanatorium treat- 
ment. It will be noted that those remaining 
for longer periods are derived largely from 
the far advanced group, while those who are 
kept under treatment for a shorter time are 
from the minimal group. Similarly, it is 
obvious that to attain a rating as an arrested 
case takes somewhat longer than the other 
Classifications. 

III. Deaths: From Table VI, it may be seen 
that more than two-fifths of deaths occured 
Within six months of admission and two- 
thirds within the first year. This means to 
us that the major cause of death was tuber- 
culosis and not the treatment for the dis- 
fase. Catastrophies incident to the establish- 
ment of effective collapse measures occured, 
but not to an extent which would vary the 
essential warning of these figures. The dis- 
fase is too far advanced before the patient 
enters the sanatorium. In Table IV, it is seen 
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that of the 105 deaths, 101 came from the far 
advanced group. 

It should be emphasized once more, at this 
point, that not only does the advanced stage 
of the disease play a part in the fatal term- 
ination, but the advanced age of the patient 
as well. 

IV. Arrest of disease: As a corollary, it may 
be stated that the less advanced the disease 
on admission, the greater the likelihood of 
a favorable result from treatment. And, once 
again, referring to the age tables, the younger 
patients, in our experience, have a lower 
mortality. 

V. Patients leaving the sanatorium against 
medical advice: 152 patients departed on their 
own responsibility, contrary to the attending 
physician’s advice. Possibly, as many reasons 
could be assigned for this action. In general, 
however, they can be classified in some such 
scheme as the following: 

(1) Inability to adjust to sanatorium 
routine. These patients are divisible rough- 
ly into two groups: (a) Those who are re- 
moved quickly from a very active existence 
into the isolation and quiet of a sanatorium 
where the watchword is rest, not activity, 
and where the transition from a diagnosis 
of the illness to its treatment is made sud- 
denly before the patient has had an oppor- 
tunity to adjust mentally to a prolonged 
absence from his home environment and 
responsibilities. (b) Those who have been 
under home treatment for tuberculosis and 
who have decided to enter a sanatorium. 
Here the discipline of an institution be- 
comes irksome, and doting relatives are re- 
placed by competent nurses who cater to 
the needs rather than the whims of the 
patients. 

(2)Sociological factors: (a) Marital: Hu- 
man relationships being what they are and. 
depending on continued contact for their 
satisfactory maintenance, enforced phys- 
ical separation particularly of marital part- 
ners, frequently leads to “civil” separation. 
In order to save the marriage, patients 
leave the institution. (b) In families where 
the temporary dissolution of the home fre- 
quently arises from the absence of one 
parent, complaints that children are not 
properly placed or cared for result in the 
patient’s departure to reestablish the home 
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before he is declared physically competent 
to do so; (c) Similarly, relief of financial 
stresses is sought by some, necessitating 
prolonged absence from the sanatorium. 

(3) On occasion, desperately ill or dying 
patients, clearly cognizant of their term- 
inal condition, beg relatives to remove them 
so that they may “die at home”. 

(4) Inability to observe further improve- 
ment: Many patients reach a somewhat 
stationary point where it is deemed wise not 
to increase their physical activity for a 
time. This frequently occurs when they are 
really feeling their best, and the prospect 
of a modified rest regimen of possibly 
months’ duration overwhelms them. Such 
patients tend to give up attempts at further 
disciplined treatment, and depart for home 
to try to get along as best they can on a 
limited activity schedule. Obviously, they 
defeat their purpose, for without clinical 
guidance and encouragement, some remain 
chronic invalids long after they should have 
resumed a full activity schedule. Others, 
relying on their feeling of well-being only, 
engage in too much activity, and soon find 
that they must seek readmission to the 
sanatorium, or, out of shame, defer entry 
beyond a time when it is possible to provide 
effective therapy. 

(5) Seeking a more favorable climate: 

Still comfortably established in the lay 
mind is the association of a favorable cli- 
mate with progress in the fight against 
tuberculosis. A number of residents of the 
state prevail upon their counties to send 
them to the southwest where they claim 
they can live at less expense to the county 
than is entailed by the cost of sanatorium 
care. 
For this large and important group of pa- 
tients who leave the sanatorium against 
medical advice, a solution is offered, em- 
bracing such points as the following: 

(1) Early Diagnosis: The early diagnosis 
of early tuberculosis would at once pro- 
vide a more favorable outlook for the end 
result, and bring about such a result in a 
shorter period of time. Thus a patient could 
plan on remaining for a restricted period in 
the sanatorium, and could arrange his af- 
fairs with that end in view. Early diagnosis 
of the more advanced types of tuberculosis 
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would also be of great value. The Patient 
would be in better condition to withstang 
the extensive collapse procedures neges. 
sary to restore him to an effective SOCcia] 
and economic unit. 

(2) Early, intensive restorative treat. 
ment: We urge the early application of the 





most suitable types of active treatment jp | 
conjunction with the time-honored pringj- | 


ples of rest and good hygienic Surroundings, 


For, by early conversion of sputum, ang | 


timely institution of graduated exercise, the 


patient may safely be released to his home 


environment in a shorter period. 


(3) Sociological investigation: Every ef- | 


fort should be made by the medical soci! 
worker to help in the adjustment demanded 
by the patient’s admission to a sanatorium 


An alert department at the hospital, co- | 


operating closely with similar agencies in 
the home can solve numerous problems 
which cause the patient to leave the institu- 
tion. 

(4) Making the sanatorium significant: 
If the patient could be brought to realize 
shortly after his admission what tubercu- 
losis is as a disease, and what it means to 
him and to his family if uncontrolled, the 
reasons for the special and general forms 
of treatment, the significance of a grad- 





uated exercise program to fit him to take | 


his place once more in society, he might 
possibly readjust his outlook sufficiently 


to allow him to remain at the sanatorium | 


until discharged by the medical board. 


Summary and conclusions 


1. The 447 patients discharged from the 


State Sanatorium, Oakdale, Iowa, during 1937 | 


and 1938 are reviewed. 


2. Age and sex tabulations revealed a pre- | 


ponderance of females and a higher incidence 
of the disease in the older age group. 

3. Classification of tuberculous patients on 
admission disclosed that 89 per cent fell in 
the advanced groupings. 

4. There were 23.7 per cent discharged 4s 
arrested; 23.4 per cent died. 

5. The more successful end-results were 
achieved in the less advanced cases. 

6. The usual length of sanatorium care was 
from six months to 21% years. The duration 
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was less in the minimal and moderately ad- 
yanced cases, and was extended in the far 


advanced group. 
7. The death rate increased in the higher 


decades. 
g. Of the deaths, 43.8 per cent occurred 


within six months of admission; 67.6 per cent 
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within one year of entrance. 

9. Of the 105 deaths, 101 occured in the far 
advanced group. 

10. 152 patients left the sanatorium against 
advice, An explanation is offered for this re- 
sult, and an attempt is made to point toward 
a solution. 


Indications for Artificial Pneumothorax 
and Pneumoperitoneum* 


ROSS K. CHILDERHOSE, M.D., C.M., M.Sc. 
Harrisburg, Pennsylvania 


OLLAPSE therapy for pulmonary tubercu- 

losis is not new and the indications for 
it, like most standardized therapeutic pro- 
cedures, have changed considerably since its 
conception. Our broadened knowledge of res- 
piratory physiology and a fuller experience 
with artificial rest of the lung are now enabl- 
ing us to use this type of therapy on a larger 
number of patients with better results than 
formerly. However, as in other medical groups, 
there are among phthisiologists many that 
run to extremes and, in their enthusiasm, are 
tempted to apply pneumothorax to almost all 
cases, while on the other hand there are the 
conservatives who are distrustful of the newer 
methods and prefer the time tried treatment 
of prolonged and strict rest in bed. A discus- 
sion of the rationale of pneumothorax and 
pneumoperitoneum would seem to be in order 
so as to evaluate the indications for these 
forms of treatment. 


The purposes of pneumothorax may be 
stated as follows: 


1. Relaxation of the affected portion of the 
lung so as to hasten fibrosis. 

2. Reduction of toxaemia by the occlusion, 
partial or complete, of the lymphatics 
draining the lesion. 

3. Closure of cavities. 

4. Prevention of spread. 

3. Cessation of hemorrhage. 


ee 


* Read before the Annual Meeting of the Penn- 


sylvania Radiological Society, Bedford Springs 
Pa., June 10. 1939. “ atid 


Let us consider these purposes more in 
detail. 

A relaxation of the tuberculous lesion by 
the retraction of elastic tissue hastens the 
formation of scar tissue and permits the 
fibrous tissue that may have formed already 
to contract more easily. The tendency to con- 
traction of the diseased areas under pneu- 
mothorax has been frequently attributed to 
small patches of lobular atelectasis. Such a 
condition readily occurs, particularly in the 
exudative type of disease, because of the 
blocking of some of the smaller bronchioles 
by mucous. Absorption of air takes place 
distal to the blockage and small sections of 
atelectasis result. This in turn increases the 
traction on the lung. Thus we have a mech- 
anical reason to relax the diseased area. 


Reduction of toxaemia is a desired attain- 
ment in any disease, but in tuberculosis this 
is to be had often with dramatic suddeness by 
pneumothorax. Reduction of toxaemia re- 
stores the patient’s vitality and clinical im- 
provement dates usually from this time. Ex- 
perience shows that penumothorax gives its 
most brilliant results in ‘these acute cases. 
Poisoning from a tuberculous lesion comes 
largely through the draining lymphatics and 
any mechanical factor that will cause an im- 
pedence to the flow, such as pneumothorax, 
will bring about this desired result. 

Closure of cavities is always given as the 
prime purpose of pneumothorax. A tubercu- 
lous cavity is a very serious hazard to the 
patient. Unless the cavity, with its accom- 
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panying positive sputum closes by contraction 
of fibrous tissue or is closed by collapse 
therapy, the prognosis is grave and the mor- 
tality is 90 per cent in three years. Cavities 
are usually the source of tubercle bacilli in 
the sputum and thus it is commonly accepted 
that a positive sputum indicates a cavity. On 
this basis we use the sputum examination as 
a criterion of the efficiency of treatment. A 
pneumothorax that does not convert a posi- 
tive sputum into a negative one in 3 to 5 
months may be considered as a failure. A 
small proportion of cavities, 10 to 15 per cent, 
will close of their own accord under the usual 
bed rest treatment, but this low proportion 
applies only to small cavities. It is a mec- 
anical impossibility the larger ones to 
disappear without artificial help. The close 
relationship between a cavity and a positive 
sputum has been mentioned before, in rela- 
tion to the suspicion of a cavity when a pa- 
tient has tubercle bacilli in his expectoration. 
The only exception to this is a tracheobron- 
chitis of tuberculous etiology. Since only 5 
to 10 per cent of cavities can be detected by 
physical examination it can be readily under- 
stood that the responsibility for pneumo- 
thorax falls upon the roentgenologist. All x- 
ray reports of patients suspected of having 
tuberculosis should be made from stereo- 
scopic films and should include a definite 
statement as to the presence or absence of 
cavity formation. If such is present, the exact 
location of the cavity and a description of 
its size and character must be given. 

A fourth purpose of pneumothorax is to 
prevent the spread of the lesion, either in 
the same lung or into the contra-lateral lung. 
Tuberculosis spreads usually by one or both 
of two ways, that is by contiguity or by the 
air passages. The latter is termed ‘“Bron- 
chiogenic’’.. Hematogenous dissemination is 
not very common, especially in adults. Bron- 
chiogenic spread has been discussed and its 
importance stressed under the relationship 
of cavity formation to positive sputum. Thus 
a bronchiogenic dissemination is automatical- 
ly controlled by the closure of cavities. Spread 
by contiguity is mostly dependent on lymph- 
atic drainage and that unmeasurable factor 
the inherent resistance of the individual and 
his ability to form fibrous tissue. There are 
a few unfortunate individuals in whom there 


for 
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seems to be no resistance whatsoever and jp 
whom, despite a perfect pneumothorax, the 
disease progresses in the collapsed lung ang 
then into the other lung with eventual death 
The great majority, fortunately, react to eo). 


lapse by an increased resistance to the spreaq | 


of the lesion. This may be attributed to an 
impedance to the lymphatic flow, a relative 
anoxaemia in the circulation of the affecteg 
lung, and a tendency to an increased CO. ten. 
sion in the pulmonary circulation and lymph 
of the relaxed lung. These factors plus the 
formation of small areas of atelactasis, ]o- 
bular in type due to blockage of the bron- 
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chioles by mucous or by kinking in the pro- | 


cess of collapse, tends to hasten the forma- 
tion of fibrous tissue and this in turn forms 
a barrier to further advances of the disease. 
Thus the spread by contiguity is decreased or 
stopped in a relaxed or collapsed lung. 
Another purpose of the induction of pneu- 
mothorax is to control pulmonary hem- 
orrhage. Hemoptysis is a danger sign and 


frightens the physician as well as the patient. | 


Pulmonary hemorrhage may be venous or 
arterial in origin. If the latter, the patient 
drowns in his own blood by the profuse bleed- 
ing and death ensues in two or three minutes 
from the onset. Venous bleeding is slower and 
may be prolonged intermittently for several 
days. This is the type that is amenable to 
collapse therapy. It is not necessary to in- 
sufflate a large quantity of air, since mod- 


erate amounts such as 500 c.c. seem to be | 


sufficient in most cases to slow the circula- 
tion and thus control bleeding. As bleeding 
arises in most instances from cavities, closure 


of them by pneumothorax tends to preclude 


this possibility. 

Having discussed the purposes of pneumo- 
thorax, it is in order to discuss the various 
types of lesions to which it can be applied. 
Basically, one may say that any type of lesion 
that threatens the life of the patient should 
be under collapse treatment. It is generally 
conceded that the best results are obtained 
in the exudative lesions that have failed t 
establish a favorable trend under bed rest 
alone. Aycock and Keller! in a very careful 
study of this problem found satisfactory Ire 
sults in 75 per cent of their exudative cases 
as contrasted to much lower percentages in 
the caseous pneumonic and _fibro-caseous 
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groups. The poor results in the last two groups 
are attributed to pleural adhesions and thick 
walled unyielding cavities. The exudative 
lesion is one of rapid change and massive 
pleural adhesions are not found until the 
disease is far advanced. 

The stage of the disease is an important 
factor affecting the indication and success 
of the treatment. The great tragedy of an 
ineffectual pneumothorax is due to the late 
stage in which it was begun. There is too 
great a tendency to postpone pneumothorax 
because the lesion is small. As Barnwell’ says, 
“it is a mistake to assume that because the 
lesion is small its progress will be slow.” De- 
lay in instituting pneumothorax permits the 
formation of pleural adhesions, so fatal to 
qa satisfactory outcome. 

Pneumothorax will give a much better re- 
sult in a localized lesion than in a diffuse 
one. For example, disease that is confined 
to two lobes will respond to treatment when 
a similar amount of disease scattered through- 
out both lungs might be fatal. 

Bi-lateral pneumothorax is especially in- 
dicated where cavity formation is limited to 
the upper lobe of each lung. It may be said 
that when any two of the five lobes remain 
free of disease, collapse of the remaining 
lobes is usually feasable. At least two lobes 
free of disease are required to maintain res- 
piration without dyspnea. 

Spontaneous pneumothorax is sometimes 
to be considered as an indication for pneu- 
mothorax. Not all cases of spontaneous pneu- 
mothorax are due to tuberculosis, so that it 
is a good plan to re-expand the lung until it 
almost reaches the chest wall and then to 
take a roentgenogram. We can then deter- 
mine if a lesion is present and, if such is the 
case, the pneumothorax should be maintained 
and the patient treated as any other pneu- 
mothorax case. 

Pleural effusions are frequently an indi- 
cation for pneumothorax. It is reasonable to 
assume that most pleural effusions of un- 
known origin are tuberculous until proven 
otherwise and these, together with effusions 
of known tuberculous etiology, should be as- 
pirated and replaced with air thus convert- 
ing it into a pneumothorax. Subsequent treat- 
ment is that of a standard pneumothorax 
routine. Advantages of this treatment may be 
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listed as follows: (a) Toxic symptoms are les- 
sened. (b) A good view of the underlying lung 
may be had if the pleura is not too greatly 
thickened. (c) Tendency of empyema to de- 
velop in long standing effusions is lessened. 
(d) Changes in the character of the fluid 
are promptly noted and appropriate treat- 
ment can be applied. (e) The lung re-expands 
evenly upon the absorption of air. (f) If there 
is an underlying pulmonary lesion the con- 
version of the effusion into a pneumothorax 
secures the collapse before adhesions can 
form during the absorption of fluid. This ad- 
vantage cannot be emphasized too strongly 
since the cause of an unsuccessful pneumo- 
thorax can be traced to an old pleural effu- 
sion that was aspirated and the lung per- 
mitted to completely re-expand. 

In addition to the above indications for 
pneumothorax therapy, pneumothorax is used 
diagnostically. This applies to suspected tum- 
ors of the lung in which it is necessary to 
have an outline of the pleura to note its 
bulging and irregularities. A diagnostic pneu- 
mothorax permits us to know whether the 
tumor is intra or extra-pulmonary and it 
demonstrates the presence of pleural adhe- 
sions. 

The indications for pneumoperitoneum are 
slightly different from those for pneumotho- 
rax. For some years it has been noted that 
a rise of the diaphragm in the absence of 
myocardial disease had a beneficial effect on 
the breathing of patients with emphysema. 
In cases with basal tuberculosis it is of de- 
finite help and in those in whom a phrenic 
nerve interruption has been done, a pneumo- 
peritoneum will greatly increase the clinical 
benefits by raising the diaphragm still more. 
Occasionally, there is a patient whose condi- 
tion is not sufficiently good to warrant a 
thoracoplasty, but who may be improved by 
pneumoperitoneum to such an extent that the 
operation can then be performed. It has long 
been noted that tuberculous activity is not 
as apparent in pregnancy as it is after de- 
livery. This has been attributed to the eleva- 
tion of the diaphragm during pregnancy. The 
subsequent increased activity after delivery 
is due to the greater movements of the dia- 
phragm later. Pneumoperitoneum is_ in- 
dicated in these patients following their con- 
finement. The advantages of pneumoperi- 


17 








DISEASES OF THE CHEST 


toneum are the ease with which it can be 
carried on, and, when necessary, be discon- 
tinued. There is no awkward belt to be worn 
and there is no interference with the nerve 
supply to the diaphragm. Recent studies*® on 
the long continued effect of air in the peri- 
toneal space showed that it caused no con- 
sistent changes in any of the abdominal 
viscera. 

These remarks on the indications for pneu- 
mothorax and pneumoperitoneum are in- 
timately connected with our work as roent- 
genologists. The diagnosis and indications 
are, in practically all cases, entirely depend- 
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ent upon the interpretation of the films and, 
therefore, a pertinent knowledge of these 
indications will enable us to more fully ¢o- 
operate with the internist. 

2239 North Second Street. 
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Annual Report 1938-1939 for Northwestern States, 
Idaho, Montana, Oregon and Washington* 


FREDERICK SLYFIELD, M.D., F.A.C.P.** 
Seattle, Washington 


N THE following report an attempt has been 

made to bring to the members of the Col- 
lege and to the readers of Diseases of the 
Chest, an account of the various tuberculosis 
activities of the four states of the Northwest, 
namely, Idaho, Montana, Oregon and Wash- 
ington. It should be remembered that the 
accomplishments and the progress herein 
reported are not considered to be the result 
of the efforts of the committee alone but the 
contribution of all groups—official and non 
official—interested in tuberculosis eradica- 
tion. 

A study to determine the pertinent factors 
concerning tuberculosis work was undertaken 
and covered such subjects as tuberculosis 
organization history, case finding, case re- 
porting and rehabilitation. In addition, sta- 


* Presented before the Fifth Annual Meeting of 
the American College of Chest Physicians, held 
at St. Louis, Missouri, June 14. 1939. 

**Governor of the American College of Chest 
Physicians for Washington, and a member of 
the Committee for the Advancement of Tuber- 
culosis in Organized Medicine. 
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tistical data giving population, area, tuber- 
culosis deaths, reported cases, hospital facili- 
ties and health education was assembled. 
Material for this study was secured chiefly 
by the questionnaire method. (A copy of the 
questionnaire used is attached—Exhibit A). 


Area and Population 


The area of the four states is three hundred 
ninety six thousand seven hundred and 
eleven miles (396,711) having an estimated 
population in 1937 of three million seven 
hundred and seventeen thousand (3,717,000) 
which gives an average population of 9.3 per- 
sons per square mile and this is undoubtedly 
a natural factor contributing to a low tuber- 
culosis death rate. 


Tuberculosis Deaths and Death-Rates 


The 1937 tuberculosis deaths for the four 
states were 1469. The death rate in each of 
the four states was well below that of the 
nation as a whole. Montana was the only 








—_ «~~ «+. SS  - fF Ff 


an 











1939 


state in the group that showed a slight in- 
crease in its rate, climbing from 41.4 in 1936 
to 43.6 in 1937. The Indian population, num- 
pering 35,000 in the four states, affects the 
rate adversely. The tuberculosis death rate 
among Indians ranged from 364.9 in Montana 
to 550.9 in Washington as compared to 39.5 
for the general population of the states as 
a group. (A report showing deaths and rates 
by states is attached—Exhibit B). 


Organization History 


The history of tuberculosis organization 
proved interesting and showed that a state 
medical association led the field in recog- 
nizing the need for tuberculosis control. More 
than forty years ago, 1897, the first tubercu- 
losis committee of three members was ap- 
pointed by the Washington State Medical 
Association. Similar action by the medical 
group in the other states followed years later 
in 1928 and 1930. At the present time the 
tuberculosis committee in Idaho is composed 
of six members, Montana four, Oregon five, 
and Washington nine, six of whom are fel- 
lows of the College. 


Sanatoria 


The first effort toward health education 
was made when tuberculosis organizations, 
affiliated with the National Tuberculosis As- 
sociation were organized in the four states 
as follows: Washington 1906, Oregon 1915, 
Montana and Idaho 1916. The public interest 
in tuberculosis stimulated by these organi- 
zations resulted in the enactment of legisla- 
tion for the erection of sanatoria and the 
establishment of public health nursing ser- 
vice. There are now 2434 beds provided in 
public and private sanatoria for the treat- 
ment of tuberculosis in the four states. This 
gives a capacity of 1.65 beds per death for 
the entire area. Of the sanatorium beds avail- 
able 399 are for Indians only and 206 are 
maintained for the exclusive use of veterans. 
The above number of beds does not include 
Provisions that are made for inmates of penal 
or mental institutions. 


Additional beds are being planned in each 
of the four states. At the present time an 80 
bed tuberculosis hospital is under construc- 
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tion in Portland, Oregon. A state sanatorium 
of 80 beds was authorized by the Idaho legis- 
lature in 1937, but due to legal difficulties 
concerning the site its construction is still 
pending. Washington is contemplating in- 
creasing its bed capacity under the district 
sanatorium plan and Montana is also plan- 
ning for added beds. (A report showing loca- 
tion of beds by states is attached—Exhibit C). 


Case Finding 


A search for the discovery of active as well 
as potential tuberculosis cases is being car- 
ried on in each of the four states. The meth- 
ods used are diagnostic clinics, Mantoux 
skin testing with x-ray service, public health 
nursing, and a vigorous health education 
campaign, directed chiefly by the Tubercu- 
losis Association, Anti-tuberculosis Leagues, 
and Public Health Associations, urging the 
public to seek medical attention. Statewide 
clinic service open to the public is available 
in 3 of the 4 states (Idaho, Montana, and 
Washington) and permanent diagnostic clin- 
ics are maintained in the larger cities in 
Montana, Oregon and Washington. These 
clinics are operated usually by the city or 
through the sanatorium facilities. One clinic 
in Portland is open only to indigent or low 
income groups, the remainder are public. 
Idaho operates at regular intervals a pneu- 
mothorax clinic for discharged sanatorium 
patients. The tuberculin test has been widely 
used as a case finding project in all four 
states and the students of practically every 
high school and college have had an oppor- 
tunity for such service. The major part of 
this serviceshas been provided by the Tuber- 
culosis Associations. The importance of x-ray 
films for all reactors is stressed and the 
majority of those showing an infection have 
access to such service. The tuberculosis lea- 
gues have provided funds for both the skin 
test and x-ray as a regular part of their 
student health examination. 


The practice of requiring skin tests for 
teachers, student nurses, food handlers and 
beauticians is yet a local procedure with the 
most emphasis placed on the testing of teach- 
ers and student nurses. The major portion of 
the counties of the four states employ public 
health nurses who assist in the case finding 
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work. Some counties are still without nursing 
service of any kind. 


Free laboratory service for sputum exam- 
ination is provided by the State Department 
of Health in each state to private physicians. 
X-ray consultation is also available in every 
state either through the sanatoria, the State 
Department of Health, the Tuberculosis As- 
sociation, the chest division of the University 
of Oregon Medical School or the tuberculosis 
committee of the Medical Associations. 


Case finding efforts in the four states com- 
pare favorably with the standard which has 
been tentatively set nationally at two new 
cases reported to each death in any year. In 
1937 this standard was exceeded by each one 
of the states in this district. 


Case Reporting 


The number of new cases reported in 1937 
was 3014, giving a rate of 2.05 cases per death 
for the entire area. Idaho and Oregon showed 
an increase in reported cases over the pre- 
vious year while Montana and Washington 
decreased slightly. (A report by states is at- 
tached—Exhibit D). 

Case reporting is generally adhered to by 
the medical profession in all of the states 
but in each state a certain number of cases 
were first reported by the death certificate. 


Rehabilitation 


A program of rehabilitation is being de- 
veloped in the four states. Material assistance 
is being given in this work by the Vocational 
Rehabilitation Department of the several 
states. Approximately 100 cases are now being 
served in this manner. Placement of such 
patients is also handled chiefly by these de- 
partments. Some effort is made by the med- 
ical director of individual sanatoria toward 
vocational rehabilitation, but the large part 
of such work is confined to the occupational 
therapy field. 


The follow up of discharged patients is 
thoroughly inadequate in practically every 
state due to a lack of out patient depart- 
ments, limited clinic facilities and nursing 
service. There is no provision for sheltered 


20 


employment for those handicapped by tuber. 
culosis. 


Health Education 


The greater amount of work in the educa. 
tional field has been done by the tuberculosis 
associations and affiliated Leagues through 
talks to clubs, industrial concerns, Civic or. 
ganizations, and school groups. The additiona) 
aids such as motion pictures, educationa| 
charts and a wide dissemination of printeg 
material, most of which is produced by the 
National Tuberculosis Association are widely 
used. Public exhibits on tuberculosis have 
also been arranged and presented at every 
opportunity. Newspaper and magazine artic. 
les have been prepared and distributed. Ab- 
stracts on tuberculosis, also prepared by the 
National Tuberculosis Association, have been 
made available monthly by the tuberculosis 
leagues to many individual physicians, en- 
gaged in private practice. The assistance of 
physicians has been asked by the tubercv- 
losis associations in presenting certain med- 
ical phases to the public. This service has 
been given chiefly through papers, illustrated 
lectures and talks. In addition the tubercu- 
losis committees of the State Medical Asso- 
ciations have arranged programs dealing with 
case finding, diagnosis, x-ray, and treatment 
which have been presented before many 
county medical societies. 


Practically all of the physicians doing tu- 
berculosis work in the four states have re- 
sponded at various times during the year 
with talks or lectures before selected groups 
such as county medical societies, student 
nursing classes, tuberculosis workers and Col- 
lege students. Panel discussions and lectures 
have also been given before annual meetings 
and institutes held for those interested in 
public health. 


General Information 


There are approximately 15 physicians iD 
the four states who limit their practice 
chest work. The magazine “Diseases of the 
Chest” reaches 377 subscribers in this terti- 
tory and there are 20 Fellows of the Americal 
College of Chest Physicians. Washington 13, 
Oregon 4, Montana 1, Idaho 2. 
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EXHIBIT A. 
TUBERCULOSIS QUESTIONNAIRE 
HISTORY: When was first Tuberculosis Committee appointed by State Medical Association 


Give names of present committee members 


Give date State Tuberculosis Association was organized First executive 

secretary appointed First seal sale held First nursing 

service established where by whom 

Legislation enacted What points did this cover 

CASE-FINDING: Is there state wide clinic service Are there permanent diagnostic 

clinics in the larger cities Give type Do they operate daily, bi- 

weekly or weekly Are clinics open to public or to indigent only 
Do the sanatoria operate clinics Is the tuberculin test widely used 

by private physicians Have most high schools had the test 

colleges Are tuberculin tests required of food handlers, student nurses, beauticians, 

teachers, etc. Do all counties 

have full time nursing service If not, how many 

CASE-REPORTING: Is case reporting generally adhered to How many cases in 1937 

were first reported by death certificate Is free laboratory service furnished by the 

State Dept. of Health to private physicians for sputum examinations Is there any 

x-ray consultation available if so, by whom and where 


How many doctors in the state limit their practice to chest work 


How many doctors are Fellows of the College of Chest Physicians 


REHABILITATION: Is any program being developed Does the Vocational Re- 
habilitation Dept. include service to tuberculosis cases How many are taking 
training now What talks, papers, exhibits, and programs on tuberculosis have 


been given during the past several months in your state and by whom 


POPULATION DATA 
IDAHO, MONTANA, OREGON, WASHINGTON 


STATES AREA POPULATION INDIAN POP POPULATION POP. (1937 Est.) 
1930 1930 1937 (Est.) Per sq. mile 
Idaho 83,888 445,032 3,638 493,000 5.9 
Montana 146,997 537,606 14,798 539,000 3.7 
Oregon 96,699 953,786 4,776 1,027,000 10.6 
Washington 69,127 1,563,396 11,253 1,658,000 24.0 
396,711 3,499,820 34,465 3,717,000 9.3 


21 








DISEASES OF THE CHEST 


EXHIBIT B. 


TUBERCULOSIS DEATHS, DEATH RATES 
CASES AND CASES PER DEATH 
1936 - 1937 BY STATES 


STATES 


op OP ULATION | TUBERCULOSIS DEATH RATE NEW CASES CASES PER 
Est. Est. 1936 1937 1936 1937 1936 1937 1936 1937 
Idaho 485,000 493,000 120 102 24.7 20.7 169 218 141 2.14 
Montana 531,000 539,000 220 235 41.4 43.6 497 486 2.26 2.07 
Oregon 1,017,000 1,027,000 372 364 36.6 35.4 717 = 741 1.93 2.04 
Washington 1,643,000 1,658,000 822 768 50.0 46.3 1789 1569 2.18 2.04 
3,676,000 3,717,000 1534 1469 41.7 39.5 3172 3014 2.07 2.05 
U. S. 
1936 128,429,000 71,239 55.5 107,086 1.51 
1927 129,257,000 69,151 53.5 110,493 1.65 
EXHIBIT C. 


SANATORIUM «FACILITIES 


Idaho—Montana—Oregon—Washington 


National Tuberculosis Association 1938* 


American Medical Association 1933* 





| 


| 


STATES SANATORIA FED. INST HOSP TOTAL SANATORIA FED. INST HOSP. WARDS TOTAL | 
Pub Pri Ind. Vet. WARDS Pub Pri. Ind. Vet a oe Pri 
Idaho 132 45 177 132 24 60 216 
Montana 200 37 237 150 60 40 10 260 
Oregon 516 78 32 626 448 65 2 32 15 40 20 622 
Washington 841 145 230 174 4 1394 825 136 308 219 27 mental 1531 
16 penal 

* From 1938 Sanatorium Directory N. T. A. 
**Survey of Tuberculosis Hospital by A. M. A. 1933. 

EXHIBIT D. 


Beds for the treatment of tuberculosis in 
Idaho, Montana, Oregon, and Washington are 
located, according to the Sanatorium direc- 
tory—National Tuberculosis Association 1938 
in the following institutions: 


Idaho: Two general hospitals maintain sep- 
arate wards for tuberculosis. A sanatorium 
school operated by the Department of Interior, 
office of Indian Affairs provides care for 
Indians. 


Note—A state sanatorium of 80 beds was 
authorized by the Legislature in 1937 but due 
to legal difficulties concerning the site its 
construction is still pending. 


Montana: One state sanatorium is main- 


tained. Three Federal general hospitals for 
Indians. Each has provisions for a small num- 
ber of tuberculosis cases. 


Oregon: Two state sanatoria and one coul- 
ty pavilion are provided. There is one private 
sanatorium and the Federal government 
makes provision for cases of tuberculosis it 
a general hospital for ex-service men. 


Washington: There are six county sana 


2S re Ere = 


toria; one municipal sanatorium; two private | 


sanatoria; one Federal hospital for Indians 
with provisions for tuberculosis cases; ont 
Federal sanatorium for Indians and two 
Federal hospitals with provisions for tuber 
culous ex-service men. 








Pc 


Pc 


P 











MBER 


531 


s for 
num- 





oun- 


"ivate 


ment | 


sis in 


sana- 


‘ivate | 


dians 
one 
two 
uber- 





1939 


Data on Tuberculosis in Montana 


Population (Est. 1937) 539,000. Indian Popu- 
lation (1930) 14,798. Area 146,997 sq. mi. 
Population per square mile 3.7. Number of 

counties in state 56. 

Tuberculosis deaths 1937, 235. White 178, In- 
dian 54, Negroes 2, Yellow 1, Mexican 1. 
Death rate 43.6. 

New cases reported 1937, 486. Rates of cases 
per death 2.07. 

Hospital facilities; Beds available 237. White 
200, Indian 37. 


Data on Tuberculosis in Oregon 


Population (Est. 1937) 1,027,000. Indian Pop- 
ulation (1930) 4,776. Area 96,699 sq. mi. 

Population per square mile 10.6. Number of 
counties in state 36. 

Tuberculosis deaths 1937, 364. White— Indian 
—, Death rate 35.4. 

New cases reported 1937, 741. Rates of cases 
per death 2.04. 

Hospital facilities; Beds available 626. White 
626, Indian 0. 


Data on Tuberculosis in Idaho 


Population (Est. 1937) 493,000. Indian Popu- 
lation (1930) 3,638. Area 83,888 sq. mi. 

Population per square mile 5.9. Number of 
counties in state 44. 

Tuberculosis deaths 1937, 102. White 90, In- 
dian 18. Death rate 20.7. 

New cases reported 1937, 218. Rates of cases 
per death 2.14. 

Hospital facilities; Beds available 177. White 
45, Indian 132. 


Data on Tuberculosis in Washington 


Population (Est. 1937) 1,658,000. Indian Popu- 
lation (1930) 11,253. Area 69,127 sq. mi. 
Population per square mile 24.0. Number of 
counties in state 39. 

Tuberculosis deaths 1937, 768. White 706, In- 
dian 62. Death rate 46.3. 

New cases reported 1937, 1569. Rate of cases 
per death 2.04. , 
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Hospital facilities; Beds available 1394. White 
1164, Indian 230. 


Summary 


While not unexpected, it is nevertheless 
gratifying to note that the tuberculosis death- 
rate for 1937 in all four states, Idaho, Mon- 
tana, Oregon and Washington, is well below 
that of the nation as a whole. Montana was 
the only state in the group that showed a 
slight increase in its rate, climbing from 41.4 
in 1936 to 43.6 in 1937. The other three states 
were among those showing a decrease. The 
figures for 1938 are not yet available. 


The vast expanse of territory, 396,711 square 
miles, with an average population of 9.3 per- 
sons per square mile is undoubtedly a natural 
factor contributing to a low death rate. There 
is a racial factor, however, which affects the 
rate adversely. That is the Indian population 
which numbers 35,000 in the four states. The 
tuberculosis death rate in 1937 among the 
Indians of Washington was 550.9 per 100,000 
compared to 46.3 for the state as a whole. 


Case finding efforts in the four states com- 
pare favorably with the standard which has 
been tentatively set nationally at two new 
cases reported to each death in any year. In 
1937 this standard was exceeded by each one 
of the states in this district. In the territory 
covered, with an estimated 1937 population 
of 3,717,000, the number of tuberculosis deaths 
was 1,469, giving a death rate of 39.5; the 
number of new cases reported was 3,014, giv- 
ing the rate of 2.05 cases per death for the 
entire area. Idaho and Oregon showed an 
increase in reported cases over the previous 
year while Montana and Washington de- 
creased slightly. 


The sanatorium facilities for the four 
states provide 2,434 beds for the treatment 
of tuberculosis cases. Of this number 399 are 
for Indians only and 206 are maintained for 
the exclusive use of veterans. This number 
does not include provisions that are made 
for inmates of penal or mental institutions. 
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READER’S NOTICE 


Through an error, the advertisement of the Biochemical Research 
Laboratories, Chicago, Illinois, was omitted from the November issue of 
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The General Practitioner and Early 
Diagnosis of Tuberculosis 


NELSON MERCER, M.D.* 
Philadelphia, Pennsylvania 


The majority of tuberculous patients are 
moderately or far advanced when admitted 
to sanatoria for treatment. 


This has been noted by the writer in several 
states in which he has worked during the past 
two decades. 


Earlier diagnosis is essential to lower the 
morbidity and mortality rates of tuberculosis, 
and to reduce the period of sanatorium treat- 
ment. 


General practitioners are the front line 
troops in the fight against tuberculosis. They 
should always suspect its presence and util- 
ize all diagnostic procedures available for 
each patient under observation. 


This can be accomplished by annual routine 
surveys all school children and teachers, fac- 
tory workers, employees in every line of busi- 
ness, and the professions, including all con- 
tacts with cases of tuberculosis. The annual 
early diagnosis campaign of the National Tu- 
berculosis Association also discovers numer- 
ous active cases throughout the United States. 


X-ray of the chest is considered the most 
important factor in making an early diagnosis 
of pulmonary tuberculosis, regardless of the 
findings of physical examination by general 
practitioners or by experienced chest special- 
ists, and each person should by x-rayed on 
the first visit to a physician’s office or to a 
clinic. 


Mantoux skin testing should be done on all 
school children, and positive reactors x-rayed 
at once. All junior high school pupils should 
be x-rayed as a routine precaution at that 
critical period of adolescence with the mental 
and physical strain of study and athletics, 
now considered so necessary to development. 


This writer has been impressed by the num- 
ber of new admissions to sanatoria with far 
advanced tuberculosis of the lungs who have 


* Resident Physician, Home for 


Chestnut Hill, Pa. 


Consumptives, 
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been under treatment for months or yea, 
for so-called gastritis, enteritis, sinusitis 
tonsillitis, laryngitis, bronchitis, asthma, ot. 





tis media, and recurrent attacks of pleuriy; | 
grippe, or pneumonia. 


Patients frequently give this experience 7 
their histories, and quite a large percentay:; 
State that tuberculosis was not diagnose: | 
until they went to a tuberculosis clinic or | 
hospital and were x-rayed as a routine proc. 
dure. 


It would appear that all general practition. | 
ers and specialists in any medical or surgies! | 
field would at least be on the alert always | 
to suspect tuberculosis in any of the coné:- 
tions noted above, and determine definite); 
whether or not tuberculosis is the underlyin:| 
cause by having a chest x-ray, sputum exam: | 
ination for tubercle bacilli, etc., made on the | 
first examination of the patient. 


A diagnosis of pulmonary tuberculosis an¢ 
any of its complications would greatly ai 
the physician and the patient in their effort 
to plan a program of treatment and make al 
necessary family, business, economic, and fi | 
nancial arrangements which are so essentia 
to the welfare of the sick person and his rela- 
tives. 


Worthy of comment, also, is the rather fre- 
quent advice to tuberculous patients to tait] 
the cure at home. This, of course, is almos 
impossible, due to the activities of the famil 
inquiring visitors, ringing telephone and doo 
bells, etc. Moreover, no tuberculous patiet'| 
with positive sputum should remain at hi 
home where he is a constant source of it 
fection to his family and neighbors, in shor 
a public menace to the community. 


The Tuberculosis Section of the Philade 
phia County Medical Society recently adoptet 
a plan with the purpose of interesting gene™ 
practitioners in the early diagnosis and treat 
ment of pulmonary tuberculosis in their 
tients. 
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Monthly clinical conferences will be held 
in the Medical Society building to which all 
practitioners are invited to bring the data of 
any patients who present difficulties in diag- 
nosis and treatment, and in whom tuberculo- 
sis is suspected or definitely diagnosed. 


Each conference will be conducted as a 
round-table and the 
specialists who are present, will render advice 


discussion, attending 
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to the physician to help solve the problem 
his patient presents. 

This is considered one of the most promis- 
ing developments in the campaign against 
tuberculosis of recent years, and it is hoped 
will serve as an incentive to other communi- 
ties to increase the interest 
practitioner, for in his hands largely depends 
the ultimate solution of the tuberculosis prob- 
lem throughout the country. 


of the general 


Organization News 


COMMITTEES NAMED FOR 1940 MEETING 
OF THE COLLEGE 


Dr. Ralph C. Matson, Portland, Oregon, 
president of the American College of Chest 
Physicians announces the appointment of 
the following members who will serve on 
the committees for the sixth annual meeting 
of the College to be held at the Biltmore Hotel, 
New York City, June 8-10, 1940. 


SCIENTIFIC PROGRAMS 
George Ornstein, M.D., N. Y.. Chairman. 


Medical Section: Foster Murray, M.D., 
Brooklyn, N. Y., Chairman; James S. Edlin, 
M.D., New York City; Raphael Bendove, 
M.D., New York City; and Barnett P. Stivel- 
man, M.D., New York Citv. 


Surgical Section: David Ulmar, M.D., New 
York City, Chairman; Nagla M. Laf Loofy, 
M.D., Brooklyn, N. Y.; Stanley L. Wang, 
M.D., New York City, and George A. Lass- 
man, M.D., New York City. 


Clinical Section: Edward P. Eglee, M.D.. 
New York City. Chairman; Maurice Kovnat. 
M.D., Staten Island, N. Y.: Eli H. Rubin, 
M.D., Bronx. N. Y.: and Henry L. Dorfman, 
M.D., New York City. 


Entertainment Committee: James S. Edlin, 
MD., New York City, Chairman; Alice D. 
Weber, M.D., New York City, Vice-Chairman; 
Sydney Bassin. M.D.. New York City; Julius 
P. Dworetzky, M.D., Liberty, N. Y.: Irving TI. 
Sarot, M.D.. New York City; Chas. W. Rieber, 
MD., Forest Hills. N. Y.; Emanuel Singer, 
MD., New York City: Harry St. John Wil- 
liams, M.D., Poughkeepsie, N. Y.: and Morris 
Tannenbaum, M.D., Bronx, New York. 


_General Arrangements: Edgar Mayer, M.D.., 
New York City, Chairman; Harry Golembe 


M.D., Liberty, N. Y., Vice Chairman; Willard 
J. Davies, M.D., Rockville Center, N. Y.; 
George Foster Herben, M.D., Yonkers, N. Y.; 
Israel Kaufman, M.D., Brooklyn, N. Y.; Edwin 
P. Kolb, M.D.; Holtsville, N. Y.; A. A. Leoni- 
doff, M.D., Poughkeepsie, N. Y.: John M. 
Nicklas, M.D., Valhalla, N. Y.: and Clarence 
A. Read, M.D., New Rochelle, N. Y. 


ROUND TABLE LUNCHEONS 


Ornstein, M.D., New York City, 
the Scientific Programs Com- 
mittee announces that there will be Round 
Table Luncheon Discussions on Saturday, 
June 8th and Sunday, June 9th: in connection 
with the Sixth Annual Meeting of the Amer- 
ican College of Chest Physicians to be held 
at the Biltmore Hotel. New York City. The 
number will be limited. Reservations are to 
be made at once. Those members coming to 
the round table luncheons will write to Dr. 
E. P. Eglee, 105 East 53rd Street. New York 
City. mentioning subjects to be discussed. 


George 
Chairman of 


HOTEL ACCOMMODATIONS 


In view of the fact that choice hotel accom- 
modations are difficult to obtain for the 
meetings of the American Medical Associa- 
tion: unless arrangements for such accom- 
modations are made far in advance of the 
meetings: the Committee on General Ar- 
rangements urges the Fellows of the College 
to communicate immediately with the Exe- 
cutive Secretary of the College at El Paso. 
Texas: and designate their needs for hotel 
accommodations. 








DECEMBER 


TUBERCULOSIS ORGANIZATION IN 
MEDICINE 


The Committee for the Advancement of 
Tuberculosis Organization in Medicine of the 
American College of Chest Physicians has 
launched a campaign to organize a Tuber- 
culosis Committee in every state medical 
society which has not as yet set up such a 
committee. In those states where Tuberculo- 
sis Committees have been established, it is 
the plan of the committee to urge the es- 
tablishment of similar committees in every 
county medical society to cooperate with the 
state committee in accordance with the 
“Pennsylvania Plan”; as endorsed by the 
American College of Chest Physicians. Copies 
of the “Plan” have been mailed to the chair- 
man of Tuberculosis Committees and to the 
Governors of the College in the different 
states. Copies of the “Pennsylvania Plan’”’ 
may be had upon request by any interested 
physician. 

The United States has been divided into 
eleven districts under the chairmanship of 
Dr. Benjamin Goldberg of Chicago. They are 
as follows: 


SUB-CHAIRMAN OF STATE GROUPINGS 


Dr. M. Jay Flipse 
Miami, Florida 
Florida, Alabama, Georgia. 


Dr. Elmer E. Glenn 
Springfield, Missouri 
Missouri, Iowa, Kansas, *North Dakota, 
‘South Dakota, Nebraska and Minnesota. 


Dr. Harry Golembe 
Liberty, New York 
New York, Connecticut, New Jersey 
Rhode Island. 
Dr. Edward A. Greco 
Portland, Maine 
Maine, Massachusetts, New Hampshire and 
Vermont. 


and 


Dr. Louis Mark 
Columbus, Ohio 
Ohio, Pennsylvania, Maryland 


Virginia. 


and West 


Dr. James M. Odell 
The Dallas, Oregon 
Oregon, Idaho, Montana, Washington and 
*Wyoming. 
Dr. Karl Schaffle 
Asheville, N. C. 
North Carolina, Delaware, District of Col- 
umbia, South Carolina and Virginia. 


Dr. Benjamin A. Shepard 
Oshtemo, Michigan 
Michigan, Illinois, Indiana and Wisconsin. 


No governors of the College in these states. 
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Dr. Paul A. Turner 
Louisville, Kentucky 


Kentucky, Louisiana, Mississippi and Tep. 


nessee. 
Dr. Wm. C. Voorsanger 
San Francisco, Calif. 
California, Arizona, “Nevada and Utah 
Dr. Chas. J. Koerth 
San Antonio, Texas 

Texas, New Mexico, Oklahoma, Arkansa: 
and Colorado. 

The sub-chairman for each district wy 
cooperate with the Governors of the College 
and with the chairman of the Tuberculosis 
Committees already established in the state: 
in their districts to further the completion o; 
the “Pennsylvania Plan”. 


en 


STATE TUBERCULOSIS COMMITTEE 
CHAIRMAN 


Twenty five states, the Philippine Island | 
and Puerto Rico have reported that Tuber- | 
culosis Committees have been appointed a; | 
standing committees of their respective state 
medical societies. The following physician: 
are chairmen of their state committees: 


STATE CHAIRMAN OF TUBERCULOSIS 
COMMITTEES IN ORGANIZED 


MEDICINE 
Arkansas 
Dr. A. C. Shipp, Little Rock. 
Arizona 
‘Dr. E. W. Phillips, Phoenix. 
California 


‘Dr. Wm. C. Voorsanger, San Francisco. 
Colorado 


“Dr. John B. Crouch, Colorado Springs. 


Delaware 


Dr. M. I. Samuel, Wilmington. | 


Florida 


‘Dr. M. Jay Flipse, Miami. 


Georgia 

“Dr. Champ H. Holmes, Atlanta. 
Indiana 

*Dr. Jas. H. Stygall, Indianapolis. 
Kansas 

Dr. H. N. Tihen, Wichita. 
Maine 

*Dr. George E. Young, Skowhegan. 
Missouri 

*Dr. Elmer E. Glenn, Springfield. 
Montana 

*Dr. Frank I. Terrill, Deer Lodge. 
Nebraska 

Dr. E. W. Hancock, Lincoln. 
New Hampshire 

*Dr. Robert B. Kerr, Manchester. 
New Mexico 

“Dr. LeRoy S. Peters, Albuquerque. 

















PNEUMOTHORAX 


We manufacture the latest models of the most popular pat- 


terns of pneumothorax apparatus and pneumothorax needles. 
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BROWNS MILLS -In The Pines 
NEW JERSEY 
SIS 80 miles from New York City; 32 miles from Philadelphia; 3 miles from Camp 
Dix—lIdeally located for patients with respiratory diseases. 
Manor Nursing Cottage Browns Mills Nursing Cottage Sycamore Hall Sanatorium 
Equipped with X-ray and Incorporated 
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PORTLAND OPEN AIR SANATORIUM 


MILWAUKIE, OREGON 


% A thoroughly equipped institution for the 
modern medical and surgical treatment of tu- 
berculosis. An especially constructed unit for 
thoracic surgery. The most recent advances in 
pneumolysis applied to those cases demand- 
ing this branch of intrathoracic surgery. 






MODERATE RATES 
Descriptive Booklet on Request 


MEDICAL DIRECTORS 


Ralph C. Matson, M.D., & Marr Bisaillon, M.D. 
THE “A. L. MILLS SURGERY” 1004 Stevens Building Portland, Oregon 
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DECEMBER DISEASES 
North Carolina 

Dr. S. M. Bittenger, Bl: 
Oklahoma 


ick Mountain. 


Dr. Robert M. Shepard, Tulsa. 
Oregon 

Dr. Marr M. Bisaillon, Portland. 
Pennsylvania 

Dr. Frank Walton Burge, Philadelphia. 

Island 

Dr. Philip Batchelder, Providence. 
i Ml? Ce 

Dr. W. S. Ruce tidgetop 
i 

Dr. Robert B. Homan, Sr., El Paso 
I 

vy. Ivan Thompson, Ogden 
Virginia 

Dr. Edgar C. Harper. Richmond. 


Dr. John E. Nelson, Seattle 
Philippine Islands 
Dr. Miguel C. Canizares, Manila 
Puerto Rico 
Dr. Jacob Smith, Rio Piedras. 
Seventeen ot tl chairmen of the State committees 
( American College of Chest Physi- 


APPOINTED CHIEF SURGEON 
OF NEW HOSPITAL 


Dr. Ralph C. Matson, president of the Amer- 
ican College of Chest Physicians, who is 
Associate Clinical Professor of Surgery and 
Associate Clinical Professor of Medicine of 
the University of Oregon Medical School, 
has been appointed Chief Surgeon of the 
new University State Tuberculosis Hospital. 
This hospital, bed institution, 


an gp 
sion of patients on Nov- 
as a teaching 


aamiss 


func tioning 


opened for the 
ember lst. It is 


center under the University of Oregon Medi- 
eal School, and offers a three year course of 
raining in both the medical and surgical 
phases of the treatment of pulmonary tu- 
berculosi 

ELECTED PRESIDENT OF THE SOUTH- 

WESTERN MEDICAL SOCIETY 

Dr. Orville E. Egbert, El Paso, Texas, Gov- 

ernor of the American College of Chest Physi- 


installed as the Pres- 
Medical Society 
annual meeting held 
9-11. Dr. Howell 
‘ona, the retiring 


cians for Texas; was 
ident of the Southwestern 
at their twenty fifth 
at El Paso, Texas 


S. Randolph, Phoenix, 


November 
Ari: 


president of the society, is also a Fellow of 
the American College of Chest Physicians. 
The 1940 meeting of the Southwestern Medi- 


cal Society will be held at Tucson, Arizona. 
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1939 


STATISTICAL COMMITTEE 
The Committee on Statistical Surveys o; 
the American College of Chest Physicians is 
preparing a questionnaire to be maileq to 
the superintendents and medical directors 9; 


all of the sanatoria in the United States. The | 


questionnaire will attempt to collect up-to. 
date information on the present facilities for 
the care of the tuberculous, the neeq for 
additional facilities: the trend of modern 
therapy in the treatment of chest Conditions 
the need for better housing facilities for res. 
ident physicians, and the need for adaquate 
renumeration for physicians employed by 
municipalities. The committee will appreciate 
having the questionnaires filled in and re. 
turned promptly. The members of the Statis. 
tical Committee are: 

Dr. J. Winthrop Peabody, Washington, D.¢ 
Chairman. 


Dr. John H. Allen, Omaha, Nebr., Vice. 
Chairman. 

Dr. Byron M. Harman, Verona. N. J. 

Dr. Chas. L. Ianne, San Jose, Cal. 

Dr. A. D. Long, El Paso, Texas. 

Dr. Elmer Highberger, Oil City, Pa. 

Dr. Raymond H. Runde, Mt. Vernon, Mis- 
souri. 

Dr. Miguel Canizares, Manila, P. I. 

Dr. Donato G. Alarcon, Mexico City. 

Dr. John H. Washburn, Queensland, Austra 
lia. 


NEW FELLOWS OF THE COLLEGE 





. 


' 
i 
' 





The following physicians have been aé- | 
mitted as Fellows of the College during the | 
month of November: 

Dr. Edward Arnold, Canton, Ohio. 

Dr. Moreton Homer Axline, Seattle, Wash- | 
ington. 

Dr. Garry G. Bassett, Cleveland, Ohio. | 

Dr. William Arthur Bing, Amsterdam, New 
York. 

Dr. Hans. L. W. Blume, New York, N.Y. | 

Dr. Isadore David Bobrowitz, Otisville | 
New York. 

Dr. Wm. S. Conklin, Shreveport, Louisiana 

Dr. Herbert Harry Christianson, Wausau 
Wisconsin. 

Dr. R. R. Hendrickson, Wabasha, Minne 
sota. ’ 
Dr. Prescott Tillinghast Hill, Providence 

ea 

Dr. William Herbert Ordway, Mt. McGreg- 


or, New York. 
Dr. Wm. G. Paradis, Crookston, Minnesota 
Dr. John J. Randall, Wyantskill, New York 
Dr. Alford J. Rosch, Chenango Bridge, N.Y 
Dr. Jesse Alton Stocker, Mt. Vernon, Mis 
souri. 
Dr. Donald Joseph Tillou, Elmira, New York 
Dr. David Townsend, Bristol, Tennessee. 
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- METHODIST SANATORIUM 


ALBUQUERQUE, NEW MEXICO 


A modern sanatorium for the Tuberculous—Four large modern well-equipped buildings and fifty cottages 
surrounded by beautiful lawns and trees—Open to all physicians—Rates $50.00 to $75.00 per month 
medical care extra. 

MRS. MINNIE G. GORRELL, Superintendent 














f a THE 


LONG SANATORIUM 
EL PASO, TEXAS 


ALL ROOMS HAVE STEAM HEAT, 
HOT AND COLD RUNNING 
WATER IN ROOM. AND HAVE 
PRIVATE GLASSED IN SLEEP- 
ING PORCHES. 








oe ee Me eral em J All Recognized Treatments Given 
Write for Descriptive Booklet 
Rates $17.50, $20.00 and $22.50 per week. A. D. LONG, M.D 


Nurses care and medical attention included 


Also Apartments for light housekeeping. MEDICAL DIRECTOR 

















ALBUQUERQUE, 


Southwestern er senna 


Presbyterian Sanatorium 


A well-equipped Sanatorium in the Heart of the 
oe Well Country. 


Write For Information and Rates 

















MARYKNOLL SANATORIUM 


1 SP eee ~— — (MARYKNOLL SISTERS) 
MONROVIA, CALIFORNIA 


A sanatorium for the treatment of tubercu- 
losis and other diseases of the lungs. Lo- 
cated in the foothills of the Sierra Madre 
Mountains. Southern exposure. Accommo- 
dations are private, modern and com- 
fortable. General care of patient is condu- 
cive to mental and physical well being. 





SISTER MARY EDWARD, Superintendent 








E. W. HAYES, M.D., Medical Director 
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DECEMBER 


DR. MAHER ACCEPTS APPOINTMENT 


Joseph Maher, M.D., Assistant Medical Di- 
rector, Koch Hospital, St. Louis, Missouri, and 
a Fellow of the American College of Chest 
Physicians has resigned his position at Koch 
Hospital to accept the position of Medical 
Director and Superintendent of the Madison 
County Tuberculosis Sanatorium, Edwards- 
ville, Illinois. 


ELECTED PRESIDENT OF ECUADOR 
MEDICAL SOCIETY 


Dr. Juan Tanca Marengo, Guayaquil, Ecua- 
dor, Governor of the American College of 
Chest Physicians for the Central American 
countries has been elected President of the 
Medical Society of Ecuador and is Director of 
the Medical-Surgical Society of Guayaquil. 


DISEASES OF THE CHEST 


DR. NEWCOMB HONORED 


Dr. Marcus W. Newcomb, Browns 
New Jersey, Governor of the American Colle 
of Chest Physicians for New Jersey; 
honored at a testimonial dinner in recogy 
tion of his twentieth anniversary as supers 
tendent of the Fairview Sanatorium, New 
bon, New Jersey. Dr. William J. Carringtg 
Atlantic City, was the toastmaster and D 
Edward John G. Beardsley, Philadelphia, dg 
livered the principal address. More than 4 
guests attended the dinner. 


DR. ANDERSON DELIVERS PAPER 


Dr. Arnold S. Anderson, St. Petersb 
Florida, a Fellow of the American Colle 
of Chest Physicians; delivered a paper befe 
the Pinellas County Medical Society, 
Petersburg, on October 20th. The title of h 
paper was “Pulmonary Tuberculosis”. 




















OBITUARY 
Dr. James E. Murphy 


On October 31, 1939, Dr. James Edward Murphy, Hartford, Connecticut, 
in his 62nd year, died of staphylococcus septicaemia. He was born in 
Philadelphia, Pennsylvania, April 26, 1878. and received his degree in 
medicine in 1907 from Medico-Chirurgical College, now incorporated in the 
University of Pennsylvania. After his interneship, pulmonary tuberculosis 
necessitated a period of “cure” following which he was Resident Physician 
for nearly twenty-six years at Wildwood Sanatorium, the tuberculosis 
dpartment of the Hartford Hospital, and a consultant specialist in thoracic 
medicine at several Hartford hospitals. Dr. Murphy was a bachelor. He 
leaves many relatives in his native city, where interment occurred. Aside 
from his medical attainments, he will be long remembered for his good 
fellowship, rare good humor, and generosity. Doctor Murphy was a Fellow 
of the American College of Chest Physicians. 


William M. Stockwell, M.D. 
Governor of the College for Connecticut 














Aloe Equipment| 
A. S. 
ALOE CO. 


ST. LOUIS -— LOS ANGELES 


Your Standard of Value 


The medical profession has benefited through many years from 


the Aloe nation-wide price policy. Aloe catalogs set the standard 
of values in medical-surgical supplies the country over. Use Aloe 
mail order service—patronize your Aloe representative—for your 
greatest values! 











Laurel Beach Sanatorium 


SEATTLE (On the Salt Water Beach) WASHINGTON 


A private sanatorium fully equipped for.the modern treatment of Chest Diseases.....X-Ray, Fluoroscope, 
Pneumothorax, Phrenectomy and Thoracoplasty....Special diets when required; private and semi-private 
rooms. Rates: From $25.00 per week up, including medical care. 


FREDERICK SLYFIELD, M.D. JOHN E. NELSON, M.D. RAYMOND E. TENNANT, M.D. 
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